Amelogenesis imperfecta is a hereditary disorder that causes defective enamel development in the primary and permanent teeth. Significant tooth structure damage often results in various pulpal symptoms, occlusal disharmony, impaired function, and esthetic disfigurement. These problems pose great challenges to the clinician when rehabilitating patients with amelogenesis imperfecta.Clinical treatment is important to address the esthetic appearance of affected teeth, reduce dentinal sensitivity, preserve tooth structure, and optimize masticatory function. This case report describes a multidisciplinary approach for the oral rehabilitation of a young adult patient diagnosed with hypoplastic amelogenesis imperfecta. The specific objectives of this treatment were to eliminate tooth sensitivity while enhancing esthetics and restoring masticatory function.
INTRODUCTION
Amelogenesis imperfecta is a group of developmental conditions, genetic in origin, that affect the structure and clinical appearance of enamel.
1, 2 Different inheritance patterns, such as autosomal dominant, autosomal recessive, and sexlinked, as well as sporadic cases have been reported. The incidence of amelogenesis imperfecta has been reported to vary between approximately 1:700 and 1:16,000, depending on the population studied and the diagnostic criteria used. [3] [4] [5] [6] Although amelogenesis imperfect has been categorized into four broad groups primarily based on phenotypehypoplastic, hypocalcified, hypomaturation, and hypomaturation-hypoplastic at least 15 subtypes of amelogenesis imperfecta exist when phenotype and mode of inheritance are considered. 2, 3, 7 According to the literature, amelogenesis imperfecta patients, regardless of subtype, have similar oral complications: abnormal formation of the enamel, teeth with abnormal colour: yellow, brown or grey, higher risk for dental caries, teeth sensitivity, poor dental esthetics, and decreased occlusal vertical dimension. 8, 9 Other dental anomalies associated with amelogenesis imperfecta include, multiple impacted teeth, congenitally missing teeth, open occlusal relationship, and taurodontism. 3, 10, 11 The present case report outlines an interdisciplinary approach involving periodontics, endodontics and prosthodontics in the management of patient with amelogenesis imperfecta.
CASE REPORT:
A 18 year old female patient have reported to the department of prosthetic dentistry with the chief complaint of missing posterior teeth in both maxilla and mandible and wants replacement of her teeth. On clinical examination she complained of sensitivity of her teeth along with poor masticatory efficiency. She is dissatisfied with her size, shape and shade of her teeth. History revealed that her primary dentition were erupted with yellowish discoloration and were soon exfoliated. She gave a familial history of her grandfather having the same problem. The patient's medical history revealed no systemic abnormalities. On intraoral examination patient had permanent teeth with loss of enamel, yellowish discoloration and severe attrition leading to loss of vertical height of the face (Figure 1 and 2 ).
There are missing teeth in relation to 14, 15, 16, 17, 25, 26, 27, 34, 35, 44, 45, 46 . There was deep anterior bite with no occlusion in relation to posterior teeth. Grade III mobility is present in relation to 26,36,37,47 and impacted tooth in relation to 48. The patient's oral hygiene was poor and generalized gingivitis was noted. On radiographic examination there was severe bone loss in relation to edentulous area for both maxilla and mandible ( Figure 3 ). On the basis of clinical and radiographic findings patient is diagnosed of having Type I hypoplastic amelogenesis imperfecta Treatment options available for the patient are Maxillary and mandibular cast partial denture, Telescopic overdenture replacing maxillary posteriors, Maxillary and mandibular bilateral precision attachment retained prosthesis and Implant supported fixed prosthesis. Among the various treatment options bilateral precision attachment retained fixed removable prosthesis is planned for the patient with cast partial denture and telescopic copings in relation to retained posterior teeth. Implant supported fixed prosthesis is not planned for the patient as there was severe bone loss in relation to abutment teeth and edentulous area. Treatment planning is mainly divided into two phases. Figure 5 and 6) 8. Removable framework is fabricated from the casts and female component is incorporated within the tissue surface of the prosthesis and tried in patients' mouth. 9. Occlusal rims were fabricated on maxillary and mandibular frameworks and maxillomandibular relations are recorded. Teeth arrangement and try in was done followed by acrylization. 10. The fixed partial denture was cemented with glass ionomer cement and the removable partial denture with bilateral precision attachment is inserted (Figure 7, 8 ). Post insertion checkup was done for 1 to 2 week interval.
DISCUSSION:
There are many alternative restorative procedures for amelogenesis imperfecta. Each method has its own limitations and it should be critically reviewed prior to deciding a treatment plan. The treatment for patients with amelogenesis imperfecta is related to many factors including the age of patients, the socio-economic status, the type and severity of the disorder, its intra oral manifestation and aesthetic and functional demands. The three factors which play a major role in occlusion are vertical dimension, anterior guidance and posterior inclines. In the present treatment approach there was need to raise the vertical dimension by 3mm.While most patients could adapt to the raised vertical dimension, it has been reported that some patients exhibited headache, muscle fatigue, sore teeth, and parafunction. 13, 14 It is always helpful to evaluate a patient's adaptability by provision of a diagnostic interim removable partial denture for a trial period. This approach is useful in assessing the patient's adaptability to the new raised vertical dimension and acceptance of the anticipated appearance before making definite preparations on the patient's teeth. Such an approach is more convenient for the patient's maintenance and allows easy subsequent replacement with definitive restorations. In the present treatment plan by providing an interim removable partial denture adaptation of the patient, to the raised vertical dimension and providing adequate crown height for the definitive restorations is assessed. The patient could adapt to the raised vertical dimension without reporting any of the above said symptoms. The crown height of the anterior teeth needed to be lengthened to enhance esthetics and retention .As there was sufficient amount of interocclusal clearance and adequate abutment height, the attachment retained fixed removable prosthesis is planned for the patient.
The use of attachment aid in more apical transmission of forces and reducing stress transfer to the abutments (stress breaking function) and direct the forces to the residual ridge acting as stress redirectors. 15 Multiple abutments were splinted anterior to the edentulous span to aid in better distribution of stresses. Telescopic retainers are indicated in relation to posterior teeth as they cause reduction of lateral stress on abutment teeth by allowing for self-releasing or stress conversion. 15 They provide a biomechanical linkage between abutment teeth and edentulous areas.In this patient after vertical dimension is established, anterior guidance is determined by proper overbite and overjet relationship and accordingly the occlusion of posterior teeth is established. Thus a bilateral balanced scheme of occlusion is established for the patients. In a bilateral balanced occlusion maximum numbers of teeth are in contact in maximum intercuspation and in all excursive positions. Thus it helps in maintaining denture stability; and the contacts on the non-working side prevent the denture form being dislodged from oblique forces.
The cast partial denture is a fixed removable type, maintenance of the oral hygiene is relatively easy. After prosthetic rehabilitation, both facial appearance and occlusion were improved .By the end of treatment plan the patient reported great satisfaction and reported better self confidence.
CONCLUSION:
Achieving optimum esthetic improvement and functional rehabilitation in AI patients can be challenging. Poor esthetics, worn dentition, and interocclusal space problems complicate the treatment course of AI patients. This case report described the oral rehabilitation of young adult with bilateral precision attachment retained fixed removable prosthesis in order to eliminate tooth sensitivity, improve esthetics, and restore function.
